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Revision:  

HCFA  

HCFA-PM.91-  (BPD) 

1991 


ATTACHMENT 3.1-A 
Page 1 
OM6 No.: 0938 

State/territory Nebraska 

AMOUNT, DURATION AND SCOPE OF MEDICAL AND REMEDIAL CARE 
AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY 

1. 	 Inpatient hospital services other than those provided in an institution for mental diseases. 

Provided: No limitations -X With limitations*__ 


2.a. Outpatient hospital services. 

Provided: - No limitations -X With limitations* 

b. 	 Rural health clinic services and other ambulatory services furnished by a rural health 
clinic (which are otherwise included in the State Plan) 

-X Provided: - No limitations X With limitations* 

- Notprovided. 

c. 	 Federally qualified health center (FQHC) services and other ambulatory services that are 
covered under the plan and furnished by an FQHC in accordance with sec. 4231 of the 
State Medicaid Manual (HCFA-Pub. 45-4). 

Provided: - No limitations -X With limitations* 

3. 	 Otherlaboratoryandx-ray services. 

Provided: - No limitations -X With limitations* 

*Description provided on attachment 


TN NO. MS-00-06 


Supersedes
Approval Date MAR '1 2002 Effective Dat$UL 2 2000 
TN NO. MS-92-1 

ID:7986E 



Revision: HCFA-PM- ATTACHMENT 3.1-A93-5(MB) 
MAY 1993 Page 2 

OMB NO: 

State/territory Nebraska -
AMOUNT, DURATION, AND SCOPE OF MEDICAL 

AND REMEDIAL CARE AND SERVICES PROVIDEDTO THE CATEGORICALLY NEEDY 

4.a. 

b. 

C. 

5:a. 

b. 

6. 


a. 

Nursing facility services (other than services in an institution for mental diseases) for 
individualsof21 years or older. ­age 

Provided: - No limitations -X With limitations* 

Early and periodic screening, diagnostic and treatment services for individuals under21 years 
of age, and treatment of conditions found.' 

Provided: - No limitations X With limitations 

Family planning services and supplies for individualsof child-bearing age. 

Provided - No limitations -X With limitations* 

Physicians' services whether furnishedin the ofice, the patient's home, a hospital, anursing 
facility or elsewhere. 

No X WithProvided: limitations limitations* 
. .  

. . 

Medical and surgical servicesfurnished by adentist (in accordance with section 
1905(a)(5)(B) ofthe act). 

WithProvided: - No limitations X limitations* 

Medical care and any other type of remedial care recognized underState law, furnished by 
licensed practitioners within the scope of their practice as defined bystate law. 

Podiatrists' services. 

Provided: - No limitations X With limitations* 

* Description provided on attachment. 

TN NO. MS-00-06 

Supersedes Approval Date$@ 4 2un1 Effective D a t e  . 3 20c0 
TN NO. MS-93-11 

HCFA tD: 7986E 



HCFA  

Revision: HCFA-PM-91- 4 ( B V  ATTACHMENT 3.1-A 
AUGUST 1991 Page 3 

OMB NO.: 0938-

State/territory Nebraska 

AMOUNT, DURATION, AND SCOPEOF MEDICAL 
AND REMEDIAL CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY 

b. 	 Optometrists' services. 

X Provided: 

- Not provided. 

c. 	 Chiropractors' services. 

X limitationsProvided:No 

Not provided. 

' Nolimitations X With limitations* 

X With limitations* 

d.Other practitioners' services. 

X 	 Provided: Identified onattachedsheet with description of limitations. 

Not provided. 

7. Home health services. 

a. 	 Intermittent or part-time nursing services provided by a home health agency or by a 
registered nurse when no home healthagency exists in the area. 

No-X Provided: - limitations X With limitations* 

b. 	 Home health aide services provided by a home health agency. 

No-X Provided: - limitations X With limitations* 

c. Medical supplies, equipment, and appliances suitable for use in the home. 

No-X Provided: limitations X With limitations* 

*Description provided on attachment. 

TN NO. MS-00-06 

SupersedesApproval D a t e  I s 2%1 Effective DateJUL 12000 
TN NO. MS-91-24 

ID:7986E 



Revision: HCFA-PM-91-4 (BPD)
AUGUST 1991 . - A t t a c h m e n t  3.1-A 

Page 3a 
OMB NO.: 0938-

State/territory Nebraska 

AMOUNT,DURATION, AND SCOPE OF MEDICAL 
AND REMEDIAL CARE AND SERVICES PROVIDEDTO THE CATEGORICALLY NEEDY 

d. Physical therapy, occupational therapy, or speech pathology and audiology services 
provided by a homehealth agency or medical rehabilitation facility. ­
-X Provided: - No limitations -X With limitations* 

- Not provided. 

nursing8. 	 Private duty services. 

X Provided: - No limitations X With limitations* 

- Notprovided. 

. . .  

*Description provided on attachment. 



Revision:  HCFA-PM-85-3  (BERC) ATTACHMENT 3.1-A 
MAY 1985 Page 4 

OMB NO.: 0938-0193 

AMOUNT, DURATIONAND SCOPE OF MEDICAL 

AND REMEDIAL CARE AND SERVICES PROVIDEDTO THECATEGORICALLY NEEDY 


9. 


10. 

11. 

a. 

b. 

C. 

Clinic services. 

-X Provided: - No limitations -X With limitations* 

- Not provided. 

Dental services. 

-X Provided: - No limitations -X With limitations* 

- Not provided. 

Physical therapy andrelated services. 

Physical therapy. 

-X Provided: - No limitations -X With limitations* 

- Not provided. 

Occupational therapy. 

-X Provided: - No limitations -X With limitations* 

- Not provided. 

Services forindividuals with speech, hearing. and language disorders (provided by or 
under thesupervision of a speech pathologist or audiologist). 

-X Provided: - No limitations -X With limitations* 

- Not provided. 

*Description provided on attachment. 

TN NO. MS-00-06 

ApprovalSupersedesDatMAR 16 zoo’ Effective &JUL 1 2108 

TN NO.MS-90-14 


HCFA
ID:0069P/0002P 



(BERC) Revision: ATTACHMENT 3.1-AHCFA-PH-85-3 
MAY 1985 Page 5 

OMB NO.: 0938-0193 

AMOUNT, DURATION AND SCOPE OF MEDICAL 
AND REMEDIAL CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY 

12. 

a. 

b. 

C. 

. .  

d. 

13. 


a. 

Proscribed drugs. dentures, and prosthetic devices; and eyeglasses prescribed by a 
physician skilled in diseases of the eye or by an optometrist. 

-
Prescribeddrugs. 

-X Provided: - No limitations -X With limitations* 

- Notprovided. 

Dentures. 

-X Provided: - No limitations -X Withlimitations* 

- Notprovided. 

Prosthetic devices. 

-X Provided: - No limitations -X With limitations* 

- . Not provided. 

Eyeglasses. 

-X Provided: - No limitations*limitations -X With 

- Notprovided. 

Other diagnostic. screening, preventive, and rehabilitative services, i.e., other than those 
provided elsewhere in theplan. 

Diagnostic services. 

- Provided: - No limitations - With limitations* 

-X Not provided. 

*Description provided on attachment. 

TN NO. MS-00-06 
W ? 4  

Supersedes Approval D a t e  1 LCii Effective D a t e  2 z@o 
TN NO. MS-85-10 

HCFAID:0069P/0002P 



Revision: HCFA-PM-85-3(BERC) 
MAY 1985 

ATTACHMENT 3.1 -A 
Page 6 
OMB NO.:0938-0193 

AMOUNT, DURATION. AND SCOPEOF MEDICAL 
AND REMEDIAL CAREAND SERVICES PROVIDED TOTHE CATEGORICALLY NEEDY 

b. Screening services. 

-X Provided: - No limitations -X With limitations* 

- Not provided. 

c. Preventive services. 

- Provided: - No limitations - With limitations* 

-X Not provided. 

d. Rehabilitative services. 

-X Provided: - No limitations -X With limitations* 

- Not provided. 

14. 	 Services for individuals age 65 or older in institutions for mental diseases. 
. ­

a. Inpatient hospital services. 

-X Provided: - No limitations -X With limitations* 

- Not provided. 

b. Skilled nursing facility services. 

-X Provided: - No limitations -X With limitations* 

- Not provided. 

c. Intermediate care facility services. 

-X Provided: - No limitations -X Withlimitations’ 

- Not provided. 

*Description provided on attachment. 

TN NO. MS-95-9 



Revision:  

-- 

HCFA-PM-86-20 a t t a c h m e n t  3.1 -A(BERC) 
SEPTEMBER 1986 Page 7 

OMB NO.: 0938-0193 

AMOUNT, DURATION AND SCOPEOF MEDICAL 

AND REMEDIAL CARE AND-SERVICES PROVIDEDTO THE CATEGORICALLY NEEDY 


15.a. 

b. 

16. 

17. 

18. 

Intermediate care facility services (other than such servicesin an institutionfor mental 
disease) for persons determined, in accordance with section 1902(a)(31)(A) of the Act, to 
be in need of such care. 

-X Provided: - No limitations -X With limitations: 

- Not provided. 

Including such servicesin apublic institution (or distinct part thereof) for the mentally 
retarded or persons with related conditions. 

-X Provided: - No limitations -X With limitations: 

- Not provided. 

Inpatient psychiatricfacility services for individuals under 22 years of age. 

-X Provided: - No limitations -X With limitations: 

- Not provided. 
. -

Nurse-midwife services; 

-X Provided: - No limitations -X With limitations: 

- Notprovided. 

Hospice care (in accordance with section 1905(0) of theAct). 

- Provided - No limitations - With limitations: 

-X Not provided. 

Transmittal # MS-00-06 
q : ; q  9 f.-.-?

Supersedes ApprovalDate MAR 'IG .  hi1 Effective Date JGL L L;;:,' 

Transmittal # MS-95-13 



Revision:  HCFA-PM-94-7 (MB) 
SEPTEMBER 1994 

AlTACHMENT 3.1-A 
Page 8 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

state/territory Nebraska 

AMOUNT, DURATION, AND SCOPEOF MEDICAL 

AND REMEDIAL CARE AND SERVICES PROVIDEDTO THE CATEGORICALLY NEEDY 


19.Case management services and Tuberculosis related services 

-X Provided: -X With limitations 

- Not provided. 

b., Special tuberculosis (TB) related services under section 1902 (z) (2) (F) of the Act. 

- Provided: - With limitations* 

-X Not provided. 

20. Extended services for pregnant women 
. . . 

a. Pregnancy-related and postpartum services for a 60-day period after the pregnancy ends 
and any remaining days in the month in which the 60th day falls. 

- Additional coverage ++ 

b. Services for any other medical conditions that may complicate pregnancy. 

- Additional coverage ++ 

Attached is a description of increases in covered services beyond limitations for all groups 
described in this attachment and/or any additional servicesprovided to pregnant women only. 

'Description provided on attachment. 

TN NO.MS-00-06 

Supersedes Approval Dat#AR 1C 2001 
TN NO.MS-94-15 



Revision:  

-9 --- 

HCFA-PM-91- ( B W
1991 

ATTACHMENT 3.1-A 
Page 8a 
OMB NO.:0938-

State/territory Nebraska 

AMOUNT, durationAND SCOPE OF MEDICAL AND REMEDIAL CARE 
AND SERVICES PROVIDED TO THE CATEGORICALLYNEEDY 

21. Ambulatory prenatal care for pregnant women furnishedduring a presumptive eligibility 
period by an eligible provider (in accordancewith section 1920 of the Act). 

X Provided: - No limitations -X With limitations* 

-
22. 


23. 


respiratory 
Act). 

- Provided: 

Not provided. 

care services (in accordance with section 1902(e)(9)(A) through (C) of the 

-X 

- No limitations - With limitations* 

Not provided. 

certified3 pediatric or family nurse practitioners' services. 

Provided: - No limitations -X With limitations* 
. .. ­

*Description provided on attachment 
TN NO. MS-00-06 

,I + d  :.:SupersedesApproval D a t e  .L (?, pol Effective D a t e  q- 5,-; 


TN NO. Ms-92-1 


HCFA ID: 7986E 




HCFA-PM-91-4 

HCFA  

Revision: ATTACHMENT . (BPD)3.1-A 
AUGUST 1991 Page 9 

OMB No.: 0938 

state/territory Nebraska 

AMOUNT, DURATION, AND SCOPE OF MEDICAL 
AND REMEDIAL CARE AND SERVICES PROVIDEDTO THE CATEGORICALLY NEEDY 

24. 	 Any other medical care and any other type of .remedialcare recognized under State law, 
specified by the Secretary. 

a. Transportation. 

-X Provided: - No limitations -X With limitations* 

- Notprovided. 

b. Servicesof Christian Sciencenurses. 

- Provided: - no limitations - . With limitations* 

-X Not provided. 

c. Care and services provided in Christian Science sanitoria. 

- Provided: - .  No limitations - With limitations* 

-X Not provided. 

d. Nursing facility services for patients under 21 years of age. 

-X Provided: - No limitations -X With limitations* 

- Notprovided. 

e. Emergency hospital services. 

-X Provided: - No limitations -X With limitations* 

- Notprovided. 

~ ~~~ 

TN NO.MS-00-06 

Supersedes Approval Dat UAR 16 2001 
TN NO. MS-91-24 

ID:7986E 



Revision:  
. .  

HCFA-PM-94-9 (MB) ATTACHMENT 3.1-A 
DECEMBER 1994 Page 10 

State: Nebraska 

AMOUNT, DURATION, AND SCOPEOF MEDICAL. 

AND REMEDIAL CAREAND-SERVICES PROVIDED TO THE CATEGORICALLY NEEDY 


25. 	 Home andCommunity Care for Functionally DisabledElderlyIndividuals,as defined, 
described and limited in Supplement 2 to Attachment 3.1-A,andAppendicesA-G to 
Supplement 2 to Attachment 3.I-A. -
-X Provided - Not provided 

26. 	 Personal care services furnished to an individual who is not an inpatient or resident of a 
hospital, nursing facility,intermediate care facility for the mentally retarded,or institution for 
mental disease that are (A) authorized for the individual by a physician in accordance with 
a plan of treatment, (e) provided by an individual who is qualified to provide such services 
and who is not a member of the individual’s family, and(C) furnished in a home. 

-X Provided: - State ApprovedPhysician) Plan(Not ServiceAllowed- Services Outside the Home Also Allowed 
-X Limitations Describedon Attachment 

- Not Provided. 

TN NO. MS-00-06 

Supersedes 

TN NO. MS-94-018 



ATTACHMENT 3.1-A 
Page 11 

Telehealth Service means any contact between apatient and a health care practitioner relating to 
health carediagnosis or treatment of such patient through telehealth but does not include a 
telephone conversation, electronic mail message, or facsimile transmission between ahealth care 
practitioner and a patient or a consultation between two health care providers. 

Health care practitioners must: 

1. act within their scope of practice; 
2. be enrolled with NMAP;and 
3. be appropriately licensed, certified, or registered by Nebraska HHS Regulation and Licensure 

for the service for which they bill Medicaid. 

All state plan prior authorization requirements must be metto be covered as a telehealth service. 
Prior authorization requests must state the intent to provide the service as a telehealth service. 

Medicaid services covered underthe State Plan but specifically excluded fromtelehealth coverage 
are: 

1. 

2. 
3. 
4. 
5. 
6. 

7. 


a. 
9. 
10 
11 

., . 

Medical equipment and supplies provided by DME (Durable Medical Equipment) suppliers 

and pharmacies; 

Orthotics and prosthetics provided by DME suppliers and pharmacies; 

Personal Care Aide (PCA)services; 

Home Health Aideservices; 

Pharmacy services for prescribed drugs; 

Home and Community Based Waiver services provided by persons that do not meet the 

standards for practitioner of telehealth services; 

Mental health, substance abuse, and psychiatric rehabilitation services provided by persons 

that do not meet the standards for practitioner of telehealth services; 

Medical transportation services, including ambulance services; 

Federally Qualified Health Center core services billed as an "encounter" service; 

Rural Health Clinic core services billed as an"encounter" service; 

Physician visits to clients in nursing facilities required on the specific periodic schedule for 

nursing facility certification; 


12. Tribal 638 clinic core services-billedas an "encounter" service; 
13. Services requiring "hands on" professional services such as eye glass fittings and hearing 

aid fittings; 
14. Services providedin public schools by staff who are not licensed, certified,or registeredwith 

Nebraska HHS- Regulation and Licensure; and 
15. Ambulatory room and board services. 

Transmittal # MS-00-06 

Supersedes 

Transmittal # /New Page) 



.. . . , I 

AlTACHMENT 3.1-A 
Page 12 

Services provided via telecommunications are not coveredif the client has accessto a comparable 
service within 30 miles ofhidher place of residence. 

This requirement does not apply: 

1. In emergency or urgent medical situations; 
2. When accessing the appropriate serviceat a distance less than 30 miles poses a significant 

hardship on the client due to a medical conditionor disability; or 
3. 	 TO clients residing in nursing facilities who require transportationto the appropriate service 

via ambulance. 

A telehealth serviceis not covered when the service delivered via telecommunication technology is 
deemed to be investigational or experimental. Even though a service is covered when provided 
in-person to a client, the service may be deemedinvestigation/experimental for Medicaid payment 
purposes when provided via telecommunications technology. 

Transmissioncostsarenotcoveredwhenthetelehealthserviceprovided by thehealthcare 
practitioner is not a covered state plan service. 

Services that require direct physical contact with a clientby a health care practitioner and that cannot 
be delegated to another health care practitioner at the site where the client is located are not 
covered. 

Transmittal # MS-00-06 

Supersedes 

Transmittal # (New Pane) 



Revision:HCFA-PM-91- . (BPD) ATTACHMENT 3.1-8 
1991 Page 2 

OMBNo.:0938 

state/territory Nebraska 

1. 

2.a. 

b. 

C. 

3. 

4.a. 

b. 

C. 

AMOUNT, DURATION AND SCOPE OF SERVICES PROVIDED 
MEDICALLY GROUP(S): All groupsNEEDY 

Inpatient hospital services other than those providedin an institution for mental diseases. 

-X Provided: - No limitations -X With limitations* 

Outpatient hospital services. 

-X Provided: - No limitations -X limitations*With 

Rural health clinic services and other ambulatory services furnished bya rural health 
clinic (which are otherwise included in the State Plan) 

-X Provided: - No limitations X With limitations* 

Federally qualified health center (FQHC) services andother ambulatory services that are 
covered under theplan and furnished by an FQHCin accordance with sec. 4231of the 
State Medicaid Manual (HCFA-Pub. 45-4). 

.- X Provided: - No limitations -X Withlimitations* 

Other laboratory and x-ray services. 

-X Provided: - No limitations X With limitations* 

Nursing facility services (other than services in an institution for mentaldiseases) for 
individuals 21 years of age or older. 

-X Provided: - No limitations -X With limitations* 

Early and periodic screening, diagnostic and treatment services for individuals under21 years 
of age, and treatment of conditions found.* 

-X Provided: - No limitations -X With limitations 

Family planning services and suppliesfor individuals of child-bearing age. 

-X Provided: - No limitation - WithX limitations* 

*Description provided on attachment 


TN NO. MS-00-06 


Supersedes Approval d a t e  16 Effective d a t e  I 2000 

TN NO. MS-92-1 


HCFA ID: 7986E 




Revision: 	 HCFA-PM- 93-5 (MB) 
MAY 1993 

ATTACHMENT 3.1-8 
Page 2a 
OMB NO: 

state/territory Nebraska -
AMOUNT, DURATION AND SCOPEOF SERVICES PROVIDED 
MEDICALLY GROUP(S): All groupsNEEDY 

5. a. Physicians' services whether furnishedin the office, the patient's home, a hospital, a nursing 
facility or elsewhere. 

Provided: - No limitations -X With limitations* 

surgical furnishedb. 	 Medical and services by a dentist (in accordance with section 
1905(a)(5)(B) of the act). 

Provided: - No limitation X With limitations* 

* Description provided on attachment. 

TN NO.MS-00-06 
9 {?, ^L"uil'i 

Supersedes Approval d a t e  Effective Date Juj- -. 12063 
TN NO.MS-93-11 



Revision:  HCFA-PM-86-20 (BERC) ATTACHMENT 3.143 
SEPTEMBER 1986 Page 3 

OMB NO.:0938-0193 

state/territory Nebraska 

AMOUNT, DURATION AND SCOPE OF SERVICES PROVIDED 
GROUP(S): AllMEDICALLY NEEDY covered groups 

6. 	 Medical care and any other type of remedial care recognized under State law, furnished by 
licensed practitionerswithin the scope of their practice as defined by state law. 

a. Podiatrists'services. 

-X Provided: - No limitations X With limitations* 

b. Optometrists'services. 

-X Provided: - No limitations -X With limitations* 

c.Chiropractors' services. 

X Provided: - No limitations X With limitations* 

d.Otherpractitioners' services. 

-X Provided: No limitations -X . With limitations* . .  

health7. Home services. 

a. 	 Intermittent or part-time nursing services provided by a home health agency or by a 
registered nursewhen no home health agency exists in the area. 

-X Provided: - No limitations X With limitations* 

b. Home health aide services provided by a home health agency. 

-X Provided: - No limitations -X With limitations* 

c. Medical supplies, equipment, and appliances suitable for use in the home. 

-X Provided: No limitations -X With limitations* 

d.Physicaltherapy, occupational therapy, or speech pathology and audiology services 
provided by a home health agency or medical rehabilitation facility. 

-X Provided: - No limitations -X With limitations* 

*Description providedon attachment. 

TN NO. MS-00-06 

DateSupersedes Approval 
MAR 16 2001 

Effective Date 'jut 1 2floo 
TN NO. MS-86-25 



Revision: HCFA-PM-86-20 (BERC) ATTACHMENT 3.1-B 

8.  

9. 

10. 


11. 

a. 

b. 

C. 

12. 

a. 

b. 

SEPTEMBER 1986 	 Page 4 
OMBNO.: 0938-0193 

state/territory Nebraska 

AMOUNT, d u r a t i o n  AND SCOPE OF SERVICES PROVIDED 
MEDICALLY GROUP(S):coveredNEEDY All groups 

Private duty nursing services. -
X Provided: - No limitations X With limitations* 

Clinic services. 

-X Provided: - No limitations -X With limitations* 

Dental services. 

-X Provided: - No limitations -X With limitations* 

Physical therapy and related services. 

Physical therapy. 

-X Provided: - No limitations -X With limitations* 
. .  

Occupational therapy. 

-X Provided: - No limitations -X With limitations* 

Services for individuals with speech, hearing. and language disorders provided by or 
under the supervision of a speech pathologist or audiologist. 

-X Provided: - No limitations -X With limitations* 

Prescribed drugs. dentures, and prosthetic devices;and eyeglasses prescribed by a 
physician skilled in diseases of the eye or by an optometrist. 

Prescribed drugs. 

-X Provided: - No limitations -X With limitations* 

Dentures. 

-X Provided: - No limitations -X With limitations* 

Description provided on attachment. 


TN NO. MS-00-06 


Supersedes Effective
Date 'JUL 1 2000 
TN NO. MS-93-15 



Revision: 	 (BERC)HCFA-PM-86-20 
SEPTEMBER 1986 

a t t a c h m e n t  3.1-8 
Page 5 
OMB NO.: 0938-0193 

AMOUNT, DURATION AND SCOPE OF SERVICES PROVIDED 
MEDICALLY GROUP(S): All coveredNEEDY groups 

~~ 

c. Prosthetic devices. 

-X Provided: - No limitations -X Withlimitations* 

d. Eyeglasses. 

-X Provided: - No limitations -X Withlimitations* 

13. 	 Other diagnostic.screening, preventive, and rehabilitative services, i.e., other than those 
provided elsewhere in the plan. 

a.Diagnosticservices. 

With- Provided: - No limitations - limitations* 

-X Not provided. 

b. services.Screening . .  . .  

-X Provided: - No limitations -X Withlimitations* 

c.Preventive services. 

With- Provided: - No limitations - limitations* 

-X Not provided. 

d. 	 Rehabilitative services. 

WithX Provided: - No limitations X limitations* 

14. Services for individualsage 65 or older in institutions for mental diseases. 

a. Inpatient hospital services. 

-X Provided: - No limitations -X Withlimitations* 

b. Skilled nursing facility services. 

-X Provided: - No limitations -X With limitations* 

*Description provided on attachment. 

TN NO. MS-00-06 

SupersedesApproval DatMAR 16 2o01 Effective Date ‘JUL 2 2000 

TN NO. MS-95-9 



Revision:  HCFA-PM-85-3  (BERC) ATTACHMENT 3.1 -6 


C. 

15.a. 

b. 

16. 


17. 

18. 

SEPTEMBER 1986 	 Page 6 
OMB NO.:0938-0193 

AMOUNT, DURATIONAND SCOPE OF SERVICES PROVIDED 
MEDICALLY n e e d y  GROUP(S): All coveredgroups 

Intermediate carefacility services. 

-X Provided: - No limitations -X With limitations’ 

Intermediate carefacility services (other than such servicesin aninstitution for mental 
disease) for persons determined, in accordance with section 1902(a)(31)(A) of the Act, to 
be inneed of such care. 

-X Provided: - No limitations -X With limitations: 

Including such servicesin a public institution (or distinct part thereof) for thementally 
retarded or personswith related conditions. 

-X Provided: - No limitations -X With limitations: 

Inpatient psychiatricfacility services for individuals under22 years of age. 

-X Provided: - No limitations -X With limitations: 

Nurse-midwife services; 

-X Provided: - No limitations -X With limitations: 

Hospice care (in accordance with section 1905(0) of the Act). 

- Provided - No limitations - With limitations: 

-X Not provided. 

Description provided on attachment. 


TN NO. MS-00-06 


Supersedes
Approval DatuAR 1G 2ou1 Effective Date . I”!!: I  - 1, 2 3 3  
TN NO. MS-86-25 
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Revision: (MB) ATTACHMENT 3.1-8HCFA-PM-94-7 
Page 1994 SEPTEMBER 7 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

state/territoryNebraska 

AMOUNT, DURATION AND SCOPE OF SERVICES PROVIDED 
MEDICALLY coveredNEEDY GROUP(S): All groups 

19. Case management services and Tuberculosis related services 

a. 	 Case management services as defined in, and to the group specified in, Supplement 1 to 
ATTACHMENT 3..1-A (in accordance withsection 1905(a)(l9) or section 1915(g) of the 
Act). 

-X Provided: -X With limitations 

- Notprovided. 

b. Special tuberculosis (TS)related services under section 1902 (z)(2) (F) of the Act. 

- Provided: - With limitations* 

-X Not provided. 

20. Extendedservices for pregnant -women . . 

a. 	 Pregnancy-related and postpartum services for a 60-day period afterthe pregnancy ends 
and any remaining days in the month in which the 60th day falls. 

-X Provided: - Additional coverage ++ 

b. Services for any other medical conditions that may complicate pregnancy. 

-X Provided: - Additional coverage ++ -X Notprovided. 

Attached is a description of increases in coveredservices beyondlimitations for all groups 
described in this attachment and/or anyadditional services providedto pregnant women only. 

21. 	 Ambulatory prenatal care for pregnantwomen furnished during a presumptive eligibility 
period by an eligible provider (in accordancewith section 1920 of the Act). 

-X Provided: - No limitations -X With limitations* 

- Notprovided. 

*Description provided on attachment. 
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ATTACHMENT TO PAGE 7 
Of Attachment 3.1-8 

State:Nebraska 

Major Categoriesof Services That Are AvailableAs 
Pregnancy-Related servicesor Services ForAny 
Other Condition ThatMay Complicate Pregnancy 

The Nebraska Medical Assistance Program covers the following major categories of services as 
pregnancy-related services or services for a condition that maycomplicate pregnancy: 

1. 	 All services covered under the TitleXIX Plan are available when pregnancy-related or for 
a condition that may complicate pregnancy; and 

2. 	 The same limitations listedin Attachment 3.1-A are applied to pregnancy-related services 
or services for a condition thatmay complicate pregnancy. 

Transmittal # MS-00-06 

Supersedes 

Transmittal # MS-91-24 



Revision:  

Supersedes  

HCFA-PM-91- (BERC) ATTACHMENT 3.1-B 
MARCH 1987 Page 8 

OMB NO.: 0938-0193 

state/territory Nebraska 

AMOUNT, DURATION AND SCOPEOF SERVICES PROVIDED 
MEDICALLY GROUP(S): All groupsNEEDY 

22. 	 Respiratorycare services (in accordance with section 1902(e)(9)(A) through (C) of the 
Act). 

- Provided: - No limitations - With limitations* 

-X Not provided. 

23. Certifiedpediatric or family nurse practitioners' services. 

-X Provided: - No limitations -X With limitations* 

24. 	 Any other medical care and any other type of remedial care recognized under State law, 
specified by the Secretary; 

a.Transportation. 

X Provided: - No limitations -X With limitations* 

b. Services of Christian Science nurses. 
. . . .  

- Provided: - No limitations With limitations*-

-X Not provided. 

c. Care and services provided in Christian Science sanitoria. 

- Provided: - No limitations - With limitations* 

-X Not provided. 

d. Nursing facilityservices for patients under 21 years of age. 

-X Provided: - No limitations -X With limitations* 

e. Emergency hospital services. 

-X Provided: - No limitations -X With limitations* 

*Description provided onattachment 
TN NO.MS-00-06 
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Revision: 	 HCFA-PM-94-9 (MB) ATTACHMENT 3.1-8 
DECEMBER 1994 Page 8b 

State: Nebraska 

AMOUNT, DURATION AND SCOPEOF SERVICES PROVIDED 
MEDICALLYNEEDY GROUP(S): All groups 

25. 	 Home and CommunityCare for FunctionallyDisabledElderly Individuals, as defined, 
described and limited in Supplement 2 to Attachment3.1-A,and Appendices A-G to 
Supplement 2 to Attachment 3.1-A. 

-X Provided - not provided 

26. 	 Personal care services furnished to anindividualwho is not an inpatient or resident of a 
hospital, nursing facility, intermediate care facility for the mentally retarded,or institution for 
mental disease that are(A) authorized for the individual bya physician in accordance with 
a plan of treatment, (B) provided byan individual who is qualified to provide such services 
and who is not a member of the individual's family, and (C) furnishedin a home. 

-X Provided: - State (Not Service Plan AllowedApprovedPhysician)- ServicesOutsidetheHomeAlso Allowed 
-X LimitationsDescribedonAttachment 

- Not Provided. 



AlTACHMENT 3.1-8 
Page 9 

Telehealth Servicemeans any contact betweena patient and a health care practitioner relating to 
health carediagnosis or treatmentofsuch patient through telehealth but does not include a 
telephone conversation, electronic mail message, or facsimile transmission between ahealth care 
practitioner and a patient or a consultation between two health care providers. 

Health care practitioners must: 

1. act within their scope of practice; 
2. be enrolled with NMAP;and 
3. 	 be appropriately licensed, certified, or registered by Nebraska HHS Regulation and Licensure 

for the service for which theybill Medicaid. 

All state plan prior authorization requirements must be met to be covered as a telehealth service. 
Prior authorization requests must state the intent to provide the service as a telehealth service. 

Medicaid services covered under the State Plan but specifically excluded fromtelehealth coverage 
are: 

1. 	 Medical equipment and supplies provided by DME (Durable Medical Equipment) suppliers 
and pharmacies; 

2. Orthotics and prosthetics provided by DME suppliers and pharmacies; 
3. Personal Care Aide (PCA)services; 
4. Home Health Aideservices; 
5. Pharmacy services for prescribed drugs; 
6. 	 Home and Community Based Waiver services provided by persons that do not meet the 

standards for practitioner of telehealth services; 
7. 	 Mental health, substance abuse, and psychiatric rehabilitation services provided by persons 

that do not meet the standards for practitioner of telehealth services; 
a. Medical transportation services, including ambulance services; 
9. 	 FederallyQualified Health Center core services billed as an "encounter" service; 
10 Rural Health Clinic core services billed as an "encounter" service; 
11. Physician visits to clients in nursing facilities required on the specific periodic schedule for 

nursing facility certification; 
12. Tribal 638 clinic core services billed as an "encounter" service; 
13. Services requiring "hands on" professional services such as eye glass fittings and hearing 

aid fittings; 
14. Services providedin public schools by staff who are not licensed, certified, or registered with 

Nebraska HHS- Regulation and Licensure; and 
15. Ambulatory room and boardservices. 

Transmittal # MS-00-06 


Supersedes 
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ATTACHMENT 3.1-B 
Page 10 

Services provided via telecommunications are not covered if the client has access to a comparable 
service within 30 miles of hidher place of residence. 

This requirement does not apply: 

1. In emergency or urgent medical situations; 
2. When accessing the appropriate service at a distanceless than 30miles poses a significant 

hardship on the client due to a medical condition or disability; or 
3. To clients residing in nursing facilities who require transportationto the appropriate service 

via ambulance. 

A telehealth service is not covered when the service deliveredvia telecommunication technology is 
deemed to be investigational or experimental. Even though a service is covered when provided 
in-person to a client, the service maybe deemed investigation/experimental for Medicaid payment 
purposes when providedvia telecommunications technology. 

Transmissioncostsare not coveredwhen the telehealth service provided by the health care .­

practitioner is not a covered state plan service. 

Services that require direct physical contact with a clientby a healthcare practitioner and that cannot 
be delegated to another health care practitioner at the site where the client is located are not 
covered. 

Transmittal # MS-00-06 

Supersedes 
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AlTACHMENT 3.1-A 
Item l a  
Applies to Both 
Categoricallyand 
Medically Needy 

STATE PLAN UNDERTITLE XIX OF THE SOCIAL SECURITY ACT 

StateNebraska 

LIMITATIONS - INPATIENT HOSPITAL SERVICES 

Reimbursement for inpatient hospital care of patients whose primary care needs arepsychiatric in 
nature are limited to a hospital or distinct part of a hospital that­

1. Is maintained for the care and treatment of patients with primary psychiatric disorders; 
2. 	 Is licensed or formally approved as a hospital by the Nebraska Department of Health and 

Human Services Regulation andLicensure,or if the hospital is located in another state, 
the officially designated authority for standard-setting in that state; 

3. 	 Is accreditated by the Joint Commission on Accreditation of Healthcare Organizations or 
American Osteopathic Association; 

4. Meets the requirements for participation in Medicare for psychiatric hospitals; and 
5.  Has in effect a utilization review plan applicable to all Medicaid clients. 

Transmittal # MS-00-06 

ApprovedSupercedes 
MAR I. 2001 

Effective ‘JUL 1, 20GO 
Transmittal # MS-95-13 

1 



Supercedes  

AlTACHMENT 3.1-A 
Item l c  
Applies to Both 
Categorically and 
Medically Needy 

STATE PLAN UNDER TITLE X I M F  THE SOCIAL SECURITY ACT 

State Nebraska 

LIMITATIONS - INPATIENT HOSPITAL SERVICES 

NMAP covers medical transplants including donor services that are medically necessary and defined 

as non-experimental by Medicare. If no Medicare policy exists for a specific type of transplant,the 

appropriatestaff in the MedicaidDivisionshalldeterminewhetherthetransplantismedically 

necessary and non-experimental 


Notwithstanding any Medicare policy
on liver or heart transplants, the Nebraska Medical Assistance 
Program covers liveror heart transplantation when the written opinions of two physicians specializing 
in transplantation state that ­

1.Noothertherapeuticalternativesexist;and 
2. The deathof the patientisimminent. 

NMAP requires prior authorization of all transplant services before the services are provided. 

NMAP covers medically necessary servicesfor the NMAP-eligible donor to an NMAP-eligible client. 
The services must be directly related to the transplant. 

NMAP covers laboratory tests for NMAP-eligible prospective donors. The tests must be directly 
related to the transplant. 

NMAP covers medically necessaryservices for the NMAP-ineligible donorto an NMAP-eligible client. 
The services mustbe directly related to the transplant and must directly benefit the NMAP transplant 
client. Coverage of treatment of complications is limited to those that are reasonably medically 
foreseeable. 

NMAP covers laboratory tests for NMAP-ineligible prospective donors that directly benefit the NMAP 
transplant client. The tests must be directly related to the transplant. 

NMAP does notcoverservicesprovided to anNMAP-ineligibledonorthatarenotmedically 
necessary or that are not directly related to the transplant. 
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